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INTRODUCTION

The Wisconsin Medical Assistance Program (WMAP) is governed by a set of regulations known as the
Wisconsin Administrative Code, Rules of Health and Social Services, Chapters HSS 101-108, and by state
and federal law. These regulations are interpreted for provider use in two parts of the WMAP provider
handbook. The two parts of the handbook are designed to be used in conjunction with each other and with
the Wisconsin Administrative Code.

Part A of the WMAP handbook includes general policy guidelines, regulations, and billing information
applicable to all types of providers certified in the WMAP. The service specific part of the handbook
includes information on provider eligibility criteria, covered services, reimbursement methodology, and billing
instructions. Each provider is sert a copy of the Part A and appropriate service specific part of the handbook
at the time of certification.

Additional copies of provider handbooks may be purchased by writing to the address listed in Appendix 3
of Part A of the WMAP Provider Handbook.

When requesting a handbook, be sure to indicate the type(s) of service provided (e.g., physician, chiropractic,
dental).

It is important that both the provider of service and the provider’ s billing personnel read all materials prior
to initiating services to ensure a thorough under standing of WMAP policy and billing procedures.

NOTE: For acomplete source of WMAP regulations and policies, the provider is referred to the Wisconsin
Administrative Code, Chapters HSS 101-108. In the event of any conflict in meaning between HSS
101-108 and the handbook, the meaning of the Wisconsin Administrative Code will hold. Providers
may purchase HSS 101-108 from Document Sales at the address indicated in Appendix 3 of Part A
of the WMAP Provider Handbook.

Providers should also be aware of other documents, including state and federal laws and regulations, reating
to the WMAP:

- Chapter 49.43 — 49.497, Wisconsin Statutes.
- Title XIX of the Social Security Act and its enabling regulations, Title 42 — Public Health, Parts 430-
456.

A list of common terms and their abbreviations appears in Appendix 30 of Part A of the WMAP Provider
Handbook and also in the Wisconsin Administrative Code, Chapter HSS 101.

POH-1050-S
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PART S SECTION | ISSUED PAGE
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A. TYPEOF Part S, Hospice, isthe service specific portion of the Wisconsin Medical Assigance Provider
HANDBOOK Handbook. Part Sincludesinformation for providers regarding provider digibility criteria,
recipient digibility criteria, covered services, reimbursement rates, and billing instructions.
Part Sisintended to be usedin conjunctionwith Part A of the Wisconsin Medical Ass stance
Program (WMAP) Provider Handbook, which includes general policy guiddines, regulaions,
and billing information applicable to al types of providers certified in the WMAP.
B. PROVIDER Provider Eligibility and Certification
INFORMATION Hospice providers are required, under HSS 105.50, Wis. Admin. Code, to be certified to

participate in Medicare as a hospice under 42 CFR 418.50 to 418.100.

The attending physician must be individually certified as a physician in order to hill the
WMAP. Hospices which wish to bill for more than one physician may obtain a physician
group billing number.

Scope of Service

The policies in Part S govern services provided within the scope of the practice of the
profession as defined in s.49.46(2)(b)10, Wis. Stats. And HSS 101.03(75m) and 107.31,
Wis. Admin. Code. Covered services and rdated limitations are enumerated in Section Il of
this handbook.

Reimbursement for Hospice Services

The hospiceis reimbursed for the care of arecipient based on one of thefollowing four types
of care, and for nursing home room and board when appropriate.

- Routine home care, with aper diem rate for |ess than eight hours of care per day;

- Continuous home care, with an hourly rate for at least eight hours up to 24 hours of
care per day;,

- Inpatient respitecareinahospital or nursng fadlity (NF) meeting NF staffing, hourly
and environmental requirements,

- Generd inpatient carein ahospita or NF;
- Nursing home “room and board”.

Theratesto be paid for the four types of careor room and board are the per diem or hourly
amourts allowed by the federal Health Care Financing Administration (HCFA). For hospice
reci pients who permanerntly residein anursing home, theamount for room and board for the
nursng homeis 95 percent of the nursing home's current SNF end ICF | and 11 (blended daily
rate), per the recipient’s level of care designation. Paid hospice claims for nursing home
room and board are not adjusted if the nursing home' srateis changed retroactively. Nor is
patient liability deducted from the hospice claim.

In those cases where the recipient resides in anursing home or is receiving inpatient respite
care or generd inpatient care in ahospital, the WMAP pays the per diemrate to the hospice.
The hospice, inturn, is responsible for making the room and board payment to the nursing
home or hospital.
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B. PROVIDER
INFORMATION
(continued)

C. RECIPIENT
INFORMATION

The hospice must reimburse any provider with whom it has contracted for service, induding
afacility providing inpatient care under HSS 107.31(3)(a), Wis. Admin. Code.

Reimbursement for Physician Services

The rates for the four types of hospice care and room and board are intended to include the
genera supervisory functions of attending physidanswho areemployed by, or under contract
to, the hospice. Services such as participation in the establishment of plans of care,
supervision of care and services, review or updating of plans of care or establishment of
governing polides are not separatdy reimbursed 9 nce these costs areincluded in the hospice
rates.

Payment for direct care by an attending physician employed by or under contract to the
hospiceis not included in the hospice cap amount. They are paid at the lesser of the billed
amount or the maximum allowabl e fee established for each procedure.

Hospice Cap on Overall Reimbursement
A maximum amount shall be established by HCFA for aggregate paymerts made to ahospice
during a hospice cap period which runs from November 1 through October 31 of the
following year. Refer to Appendix 1 of this handbook for a definition of hospice cap period.
The payments do not ind ude payment for services made by other than the atending physcian.
Payments made to the hospice by the WMAP in excess of the cap on overall reimbursement
will be recouped. The Bureau of Health Care Financing (BHCF) will notify the provider of
the overpayment and the required repayment.

Payments are measured in terms of al payments made to hospices on behalf of all Medica
Assi stance hospi ce benefi ciaries receiving services during the cap year, regardless of which
year the beneficiary is counted in determining the cap. Inpatient days for personswith AIDS
diagnoses are not included in the cal cul ation of aggregate inpatient days and are not subject
to the cap limitations.

The computation and application of the cap amount is made by the BHCF at the end of the
cap period. The hospice will be responsible for reporting the number of Medical Assistance
reci pients e ecting hospi ce during the period to the BHCF. This must be done by November
30 of each year.

Provider Responsibilities

Specific responsibilities asaprovider under the WMAP are stated in Section IV of Pat A of
the WMAP Provider Handbook. This section should be referenced for detailed information
regarding fair treatment of the recipient, maintenance of records, recipient requests for
noncovered services, servicesrendered to arecipient during periodsof retroactive digibility,
grounds for provider sanctions, and additional state and federa requirements.

Eligibility For Medical Assistance

Recipients meeting digibility criteriafor Medical Assistance areissued Medical Assistance
identification cards. Theidentification cards include the recipient's name, date of birth, 10-
digit Medica Assstance identification number, medicd status code, and when applicable, an
indicator of private hedthinsurance coverage, managed care program coverage, and Medicare
coverage.
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D. RECIPIENT Medica Assiganceidentificaion cards are sant to recipientson amorthly bass. All Medica
INFORMATION Assiganceidertification cards are vdid only through the end of the month for whichthey are
(conti nued) issued. It isimportant that the provider or the designated agent check arecipient's Medical

Assistance identification card prior to providing service to determine if the recipient is
currently eligible and if there are any limitations to the recipient's coverage.

Medical Assistance recipients (except those in WMAP-contracted managed care programs)
who have € ected hospice receive ared card which hasthe words “hospice’ and * physician”
printed on the card. The provider numbers shown on the card indicate the actual hospice or
attending physician providing service to the recipient. Thiscard must be used for all services
related to thetermind illness, and the providersindicated are the only providers who may be
reimbursed for these services. A samplehospice Medica Assistance identification card can
be found in Appendix 4 of this handbook.

Section V-C of Part A of the WMAP Provider Handbook provides detailed information
regarding digibility for Medica Assistance, Medica Assistance identification cards,
temporary cards, redricted cards, and how to verify digibility. It must bereviewed carefully
by the provider before services are rendered.

Medical Status

Medical Assistance recipients are classified into one of severd dligibility categories. These
categories allow for adifferentiation of benefit coverage. Refer to Section V-E of Part A of
the Provider Handbook for additional information regarding specia benefit categories.

Recipients Eligible for Hospice Services
A Medicd Assiganceredpient isdigiblefor hospice servicesif the following conditionsare
met:

1. Therecipientis certified by a physician as having aterminal illness which reduces life
expectancy to six months or lessif the terminal illness runsits norma course.

2. Therecipient eects the hogpice benefit and waives regular Medical Assi gance benefits
for care and/or treatment of the terminal illness or related condition. Refer to Section
[I-C of this handbook for information on physician certification of recipient terminal
illness and recipient election of hospice benefits.

Recipients Enrolled in WMAP-Contracted Managed Care Programs

WMAP recipients enrolled in WMAP-contracted managed care programs receive a yellow
Medical Assigance identification card and must recei ve hospice services through the managed
careprogram. Thiscard has asix-character codein the "Other Coverage” column designating
the recipient's managed care program. The codes are defined in Appendices 20, 21, and 22
of Part A of the WMAP Provider Handbook.

Providers must always check therecipient’s current Medical Assistance identification card
for managed care program coverage before providing services. Claims submitted to EDSfor
hospi ce services covered by WMAP-contracted managed care programs are denied.
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E. RECIPIENT To serve arecipient who is covered by a WMAP-contracted managed care program, the
INFORMATION hospice provider must make arrangements with the WMAP-contracted managed care
(conti nued) program, since the managed care program is responsible for authorizing and providing

hospice services to recipients enrolled in WMAP-contracted managed care programs.

For recipients enrolled in a WMAP-contracted managed care program, dl conditions of
reimbursement and prior authorization for hospice services provided to a managed care
program enrollee are establi shed by the contract between the managed care programs and the

certified hospice.

Copayment

Hospi ce services are exempt from recipient copayment. Servicestha are not directly related
to management or palliation of the recipient’ sterminal illness are subject to copayment.
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A. INTRODUCTION Definition of Hospice

B.

COVERED
SERVICES

S . HSS107.31, Wis. Adm. Code defines hospice services as “those services provided to an
eigible recipient by a provider certified under s. HSS 105.50 which are necessary for the
palliation and management of terminal illness and related conditions. These servicesinclude
supportive care provided to the family and other individuals caring for the terminally ill
recipient.” Hospice services are an alowable benefit when provided to aMedical Assistance

recipient in the recipient’s home, ahospital, or anursing facility (NF).

Hospice covered services consist of two categories, core services and other services. The
hospicemust mantain professonal, financid, and adminigtrativeresponshility for both core

and other services.

Core Services

Core services required under HSS 107.31(2)(c), Wis. Adm. Code must be provided
directly by the hospice unless an emergency or extraordinary circumstances exists.

The following services are core services which must be provided directly by hospice
employees unless the recipient is receiving Inpatient Respite or General Inpatient Care.

1. Nursing care by, or under the supervision of, aregistered nurse (RN);

2. Administrative and supervisory physician services;

3. Medical socia services provided by a socia worker under the direction of a
physician. The social worker must have aleast a bachelor’ s degreein socia work
from a college or university accredited by the Council of Socid Work Education;

4. Counsdling services, including but not limited to bereavement counseling, dietary
counsding, and spiritual counsging. Counseling services mug be provided to the
terminally ill and the family members or other persons caring for the individual at
home Notethat bereavement counsdingisnot reimbursed by Medical Assistance.

Other Services

A hospice contract for other supplemental services required under HSS 107.31(2)(d),
Wis. Adm. Code, in order to meet unusual staffing needs in cases whereiit isnot practica
to hireadditiond staff or to obtain physician specidty services. The contract must include
identification of servicesto be provided, the qudifications of the contractor’ s personnd,
the role and responsibility of each party, and a tipulation that all services provided bein
accordance with applicable state and federal statutes, rules and regulations, and conform

to accepted standards of professional practice. Other servicesinclude:

1. Physica therapy;

2. Occupational therapy;
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B.

COVERED 3. Speech pathol ogy;
SERVICES

(conti nued)

NOTE: Therapy and speech-language pathol ogy services may be provided for purposes of

symptom cortrol or to enable the individual to maintain activities of daily livingand basic

functional skills.

4, Home health aide services furnished by qualified aides and homemaker services.
Home health aides and personal care workers may provide personal care services
and household services to maintain a safe and sanitary environment in areas of the
home used by the patient, such as changing the bed or light cleaning and laundering
essential to the comfort and cleanliness of the patient. Aide services must be
provided under the general supervisions of aregistered nurse. Homemaker services
may include assistance in personal care, maintenance of a safe and healthy

environment, and services necessary to compl ete the plan of care.

5. Durable medical equipment, disposable medical supplies, and self-help or
personal careitems related to palliation or management of the patient’ s terminal
illness, provided by the hospicefor use in the patient’ s home while under hospice

care, as part of the written plan of care;

6. Drugs which are used primarily for the relief of pain and symptom control and

related to the individual’ s terminal illness;

7. Short-term inpatient care provided in a hospital, SNF, or ICF, for pain control,
symptom management and respite purposes. Thisincludes General Inpatient Carefor
pain control and management of acute symptons and Inpatient Respite Care furnished

to provide family and caregivers with respite.

CONDITIONS AND Physician Certification/Recertification of Terminal lliness Form

PROCEDURESFOR The recipient must have written certification by the hospice medical director, the
COVERAGE OF physi cian member of the interdisciplinary team, or the recipient's attending physician
HOSPICE that the recipient has aterminal illness which reduces life expectancy to six months or
SERVICES less, if the termiral illnessruns its norma course. Refer to Appendix 5 of this handbook

for a sample Physi cian Certificati on/Recertifi cation of Terminal IlInessform. Refer to

Appendix 1 of this handbook for a definition of interdisciplinary team.

The hospice must obtain a written certification statement prepared by the medical
director or physician member of the hospice’'s interdisciplinary team, that the
individual’s medical prognosis is a life expectancy of six months or less. The
physician(s) must sign the statement and the hospice must keep a record of thisin the

recipient’ sfile.

The hospice is allowed up to eight days to obtain a written physician certification of
apatient’sterminal illnessif anoral certification is obtained within two days after
theinitial period of care begins. If the physician’s written certificationis not
obtained in atimely manner, only services provided on or after the signature date of

the physician's certification are reimbursed.

Notification of Medical Assistance Hospice Benefit Election Form

When a Medical Assistance recipient el ects the WMAP hospi ce benefit, the hospice
must notify EDS, and the Bureau of Quality Conrpliance (BQC) using the Notification
of Medical Assi gance Hospice Benefit Election Form, that the reci pient has so el ected

and must do so within 30 calendar days of election of the hospi ce benefit.
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C. CONDITIONSAND The name and performing provider number of the attending physician must be indi cated
PROCEDURES FOR onthe electionform Thiswill allow EDS to pay claims for the attending physician.

COVERAGE OF
HOSPICE SERVICES  If therecipient electing hospiceis or becomesaresident of a SNF or ICF, the hospice
(continued) must submit a statement to EDS that the reci pient residesin a nursing home and name

the nursing home. Claims submitted for room and board payment will be denied if
EDS has not received notice of the recipient’s nursing home residence. The nursing
home's WMAP provider number and the recipient’ s Medical Assistance identification
number must be indicated. Refer to Appendix 6 of this handbook for the Notification
of Medical Assistance Hospice Election form which must be used by all Hospice
providers.
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Recipient Election of Medical Assistance Hospice Benefit Form
A Recipient Election of Medical Assistance Hospice Benefit formmust be filed with the
hospice for the Medical Assistance recipient who has been certified as terminally ill and
who el ects to receive hospice care. The election date must designate the first date of
service for which hospice care will be provided. A recipient who files an election
staterrent wai ves regular WMAP benefitsfor care or treatment of the terminal illness and
rel aed conditi ons, except the services provided by an attendi ng physi cian are not waived.
Refer to Appendix 1 of this handbook for a definition of attending physician. The
recipient may disconti nue the el ection of hospice care at any time and thereby have all
WMAP benefits reinstated. A recipient may choose to reinstate hospice care services
subsequent to discontinuation. In the event of reinstatement, the requirements of this

section again apply.

The hospi ce must obtai nthe written consert of the recipient, or recipient s representative,
for hospice care on the recipient election statement form. This must be signed by the
recipient, or the recipient’s representative, and indicate that the recipient is informed
about the type of care and services that may be provided to the recipient by the hospice
during the course of illness, and the effect of the recipient’s waiver of reguar WMAP
benefits. Refer to Appendix 7 of this handbook for a sample Recipient Election of
Medical Assistance Hospice Benefit form.

Forms Requirements

Hospice providers may use the physician certification and recipient election statement
forms devel oped by the WMAP, forms used by Medicare, or forms developed by the
hospice. Refer to Appendices 5 and 7 for sample forms. Hospice providers are,
however, required to use the Notifi cation of Medi cal Ass stance Hospi ce Benefit Hection
Formdevd oped by the WMAP. Refer to Appendix 6 for asanpl e of the required hospice
benefit el ection form.

While providers are not required to use the physi cian certification and recipient election
statement forms provided by the WMAP, any physician certification or recipient election
statement used by a hospi ce must include the fol lowing i nformati on:

1. Physician Certificati on/Recertifi cation of Terminal Il1ness form:

a. the name and Medical Assistance identification number of the recipient;

b. the physician's statement certifying terminal illness; within six months

¢. the name and Medical Assistance provider number of the attending physician;
d. the certification date of the hospice election.

2. Recipient Election of Medical Assistance Hospice Benefit form:

a. the name and provider number of the hospice;

b. the name and Medical Assistance identification number of the recipient;

c. the name of the hospice;

d. the signature of the recipient or legal representative and the date of signature;

e. the signature of awitness and the date of signature;

f. signed acknowledgement that the reci pi ent understands the following principles
of the hospi ce benefit:

- the hospice programis palliative, not curative;

- only the el ected hospice and attending physician are elig ble to receive payment
for services related to the terminal illness;

- hospice care may be discontinued at any time;

- hospice care may be re-elected at any time after being di sconti nued;

- hospice care may be received from another hospice at any time during the
benefit period, without | oss of hospice benefit days, by decting a new hospice.
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Copies of al WMAP hospice forms may be obtai ned by writing to the fol lowing
address:

EDS

Attn; Claim Reorder

6406 Bridge Road
Madison, WI 53784-0003

Form Submission and Retention
Hospi ce enrollment records must be kept with the reci pient’ s records i n accordance with
s.HSS 106.02(9), Wis. Adm. Code.

Upon errollmert or achange of enroll ment, the Physi cian Certifi cati on/ Recertifi cati on of
Terminal IlIness Form (or its equivalent), the Natification of Medicd Assistance Hospice
Benefit Election Form (or its equival ent) must be sent to EDS as the foll owing addresses
within 30 calendar days of election:

EDS

Attn: Recipient Services
6406 Bridge Road
Madison, WI 53784-7636

Upon el ection of hospice, the recipient is “locked-in" to this benefit. The effective date
of the hospicelock-inisthefirst“from’ date onthe next Medical Assistanceidertification
card issued after receipt of the election form.

When EDS recei ves the Phys cian Certifi cati orn/Recertification of Termina 111ness Form,
the notification of Medical Assistance Hospice Benefit Form, and Recipient Election of
Medicad Ass stance Hospice Benefit Form, the recipient will belocked into receiving all
services fromthe hospi ce and attending physician indi cated, regardl ess of whether or not
that physicianis employed by the hospice.

Hospice are not required to subrit these forms for reci pients who are enrolled in WMAP-
contracted HMOs. The hospice must contact the recipient’s HMO for instructions on
specific informeation required by the HMO.

Plan of Care

A written plan of care must be established for recipients who elect to receive hospice
services before hospice care is provided. This planmust be establi shed by the attending
physician, the medical director or physician designee, and the interdisciplinary team.

Hospice Discontinuation or Transfer by Recipient

A recipient may discontinue the election of hospice care at any time. Upon
di sconti nuati on of the el ection of hospice for a particular election period, the recipient
resumes regular WMAP coverage for the benefits wai ved when hospi ce care was € ected,
so lorg as the recipient remains eligible for Medical Assistance. Upon di sconti nuation of
the hospi ce dection, the reci pient receives a standard Medical Assistance identification
card. Anindividual may at any time elect to receive hospice coverage for any other
hospi ce el ection periods for which he or sheis eligible.

Anindividual may change, once in each election period, the des gnation of the particular
hospi ce from whi ch he or she elects to receive hospice care. The change of the designated
hospice is not considered a disconti nuation of the el ection.
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D. HOSPICE CARE
SERVICES AND
RELATED
LIMITATIONS

To change the desi grati on of hospice programs, the individual must file with the hospice
from which he has received care and with the newly designated hospice, a signed
staterment that includes the fol lowing:

- name of the hospi ce from which the patient has received care;
- name of the hospice from which he plans to receive care; and
- the date the change will be effective.

If ahaspi ce recipient chooses to di sconti nue or transfer hospi ce servi ces, the haspi ce must
notify EDS within five working days of the date of discontinuation or transfer at the
following address:

EDS

Attn: Recipient Services
6406 Bridge Road
Madison, WI 53784-7636

Admission to a Nursing Facility

If the hospice recipient is or becomes a nursing home resident for other than inpatient
respite care, a copy of the Natification of Medical Assistance Hospice Bengfit Election
Form must be sent to the following address:

Bureau of Quality Compliance

Attn: Chief, Facilities Regulations Section
Post Office Box 309

Madison, WI 53701-0309

Note: All information regarding nursing home admi ssion must be sent to both EDS and
BQC.

Hospi ce services covered by WMAP are billed under 5 categories of service indicated
below. Refer to Section IV of this handbook of billinginformetion, and Appendix 8 of this
handbook for alisting of billable revenue codes, their descriptions, and the appropriate
billing increments.

1. Continuous Home Care
Conti nuous home care i s provided when a pati ent requi res continuous care, whichis
primarily nursing care for palliation and management of acute medical symptons.

The WMAPwill remburse a hospice for continuous home careif a minimum of eight
hours up to a maximum of 24 hours of careis provided on a date of service. A date
of service beginsand endsat midnight. The reci pient may be at home or permanently
residinginanursing facility.

Continuous home careis a period of nursing care which must be provided by either
aRN or licensed practical nurse (LPN). A RN or LPN must be providing care for
more than half the minimum eight hour period ina 24-hour period. For any date of
service, a hospice must not bill the WMAP for more than time the amourt of time the
RN or LPN provides care to the recipient. The time billed does not need to be
continuous (e.g., four hours in the morning and four hours in the afternoon).
Homemaker and aide services may be provided to supplement the nursing care.

Limitations Applicable to Continuous Home Care
Conti nuous home care i's not reimbursed on the same date of service as routine home
care, general inpatient care, or inpatient respite care for the same reci pient.
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2.

4.

Routine Home Care
Routine Home Care is less skilled care needed on a regular, part-time basis and is
provided inthe recipient’ s place of residence (i.e., home or nursing facility).

Each day the recipient is at home, and/or permanently residing in a nursing facility,
receiving care from the hospice, and not receiving continuous home care, inpatient
respite care or general inpatient care, isdefined as routine home care. The WMAP
will only reimburse a hospice for routine home care if less than eight hours of care
are provided in aday.

Limitations Applicable to Continuous Home Care
Routi e home care is hot reimbursed for the same date of service as continuous home
care, inpatient respite care, or general inpatient care for the same recipient.

Inpatient Respite Care

Inpati ent respite care is short-terminpatient care provided to the hospice recipient
only when necessary to relieve the family members or other persons caring for the
recipient at home.

Limitations Applicable to Inpatient Respite Care

Inpatient care for respite purposes must be provided by a WMAP-certified hospital
askilled nursing facility (SNF), or anintermediate care facility (ICF) which meets
additional certification requirements noted in 42 CFR 405.1101 - .1137 and in Ch.
HSS 132 to meet SNF standards regarding staffing, patient areas, and 24 hour nursing
service for skilled nursing facilities. Respite careis the only type of inpatient care
allowedinanICF.

An inpatient stay for respite care must not exceed five consecutive days at a time
including the date of admission but not courting the date of discharge. Each day that
inpatient careis provided nmust be billed using the i npatient respite care revenue code.
Respite care must not be provided when the hospice recipientisadready residingin
anursing home.

A hospice may not be reimbursed for respite care for individual s whose permanent
place of residence isinanursing facility.

I npati ent care exceedi ng five consecutive days must be medically necessary for pain
control and symptom management and must be billed as general inpatient care.

Inpatient respite care is not reimbursed for the same date of service as general
inpatient care, continuous home care, routine home care, or roomand board for the
same recipient.

General Inpatient Care
General inpatient care is short-term inpatient care necessary for pain control and

symptom managemen.

Each day general inpatient care is provided must be billed using the general inpatient
care revenue code. Any WMAP-certified hospital or SNF is considered to be an
i npati ent setting for the purposes of general inpatient care.

Limitations Applicable to Inpatient Respite Care and General Inpatient Care
General inpatient care must be provided by a WMAP-certified hospital or skilled
nursing facility certified by the WMAP or by a hospice certified under 42 CFR 418
meeti ng conditions specified under 42 CFR 418.98.



*xxx* WISCONSIN MEDICAL ASSISTANCE PROVIDER HANDBOOK * * * * *

PART S
HOSPICE

SECTIONII ISSUED | PAGE
COVERED SERVICES & RELATED LIMITATIONS 08/01/90 | S2-007

E. PHYSICIAN
SERVICES

5.

For each hospice, the total number of inpatient days (both for general inpatient care
and inpatient respite care) must not exceed 20 percent of the aggregate total number
of days of hospice care provided to all Medicd Assistance recipientsenrolled inthe
hospi ce duri ng the same period beginning with services rendered Novermber 1 of each
year and ending October 31 of the next year. This limitationis applied once each
year, at the end of the hospice cap period. Inpatient days for persons with AIDS
diagnoses are not included in these limitations.

If the aggregate number of inpatient days does exceed 20 percert of the aggregate total
number of days of hospice care, the provider is required to reimburse the WMAP for
the amount of reimbursement for days over the 20 percent cap. The WMAP will
notify the provider of the overpayment and the required rei mbursement.

For the date of discharge from an inpatient urit, the appropriate home care procedure
code must be billed rather than an inpatient code, unless the recipient dies as an
inpatient. When the patient is discharged deceased, the general or respite inpatient
care procedure code must be billed for the discharge date.

General inpatient care is not reimbursed for the same date of service as room and
board inaSNF or ICF, inpati ent respite care, continuous home care or routine home
care, for the same recipient.

Room and Board for a SNF or ICF Resident

When a resident of a WMAP-certified SNF or ICF elects to receive hospice care
services, the hospice must contract with that facility to provide the recipient’s room
and board and the hospi ce assumes responsi bility for the professional management
of the individual’ s hospice care. Roomand board includes assistance in activities
of daily living and personal care, socializing activities, administrati on of medi cati ons,
mai ntai ning cleanliness of the recipient’s room, and supervising and assisting in the
use of durable medical equipment and prescribed therapies. In this situation, the
WMAP will reimburse the hospice for roomand board charges and the hospice will
pay the nursing facility.

Each day that room and board in an SNF/ICF is provided must be billed using the
room and board revenue code. Continuous or routine home care may be billed as

appropriate.

Limitations Applicable to Room and Board for a SNF or |CF Resident
Roomand board for a SNF or ICF resident is not reimbursed for the same date of
service as inpatient respite care or general inpatient care.

Covered physician services are those direct care services related to the recipient’s
terminal illness. Refer to Appendix 9 of this handbook for an all inclusive list of
HCPCS procedure code ranges for physician services which may be separately billed by
the hospice or the attending physician for a hospice recipient. Claims submitted for a
hospi ce recipient which indicate procedure codes other than those listed are denied.

Noncovered physician services within these code ranges are also not covered for hospice
recipients.

Servi ces provided by a physician other than the attending physician are only payable when
deemed medically necessary by the attending physician. Claims for these services are
subject to consultant review for medical necessary prior to paymen.
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F. NONCOVERED The following services/items are not covered benefits of the WMAP for hospice
SERVICES recipients.

¢ serviceswhich are curdtive, rather than palliative;

e adminigtrative and supervisory physician services which are included in the

hospice daily rate;

e physician serviceswhich are not covered for al Medical Assistance recipients.

* savicesrelaedto the terminal illnesswhich are provided by providers other than
the haspice, its contractees, or the attending physician. Refer to Appendix 11 for

alist of noncovered services.
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A. SERVICES Hospice services do not require prior authorization. Allowable services which would
REQUIRING otherwise require prior authorization do not require prior authorization when billed by
PRIOR the attending physician for a hospice recipient.

AUTHORIZATION
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A. COORDINATION OF
BENEFITS

B. MEDICARE/
MEDICAL
ASSISTANCE DUAL
ENTITLEMENT

C. BILLED AMOUNTS

D. BILLING
INCREMENTS

The WisconsinMedical Asd stance Program (WMAP) is the payer of |agt resort for any service
covered by the WMAP. If therecipientis covered under other insurance (including Medicare),
the WMAP reimburses that portion of the allowable cost remaining after all other insurance
sources have been exhausted. Refer to Section 1X-D of Part A of the WMAP Provider Handbook
for more detailed informati on on services requiring third party billing, exceptions, and the " Other
Coverage Discrepancy Report.”

Recipients covered under both Medicare and Medical Assistance are referred to as dual-
entitlees. Since hospiceisa Medicare covered benefit, all claims submitted for payment for dual
entitlees or QMBs must be submitted to Medicare prior to billing the WMAP. However, claims
for “roomand board” only do not need to be submitted to Medicare, since Medicare does not
cover this service.

Refer to Section IX-C of Part A of the WMAP Provider Handbook for more i nformati on about
Medicare/Medical Assistance dual entitlement and QMB-only status.

A Medicare disclaimer code must be indicated on the claim if the recipient has Medicare as
indicated in the claim forminstructions in Appendix 2 of this handbook.

Automeatic crossover claims will be processed if “T19-WI Medicaid” is indicated in Item 50
(Payer Identification) and the recipient’s Medica Assistance identification number is indicated
in Item 60 (Certificate Number, Social Security Number, Health Insurance Claim Number,
Identi fi cation Number) onthe UB-92 claim form. Refer to Appendix 2 of this handbook for UB-
92 claim form compl etion i nstructions.

Hospice providers billing for continuous home care, routine home care, inpatient respite care
or general inpatient care must bill the WMAP their usual and customary charge for services
provided, that charge being the amount charged by the provider for the same service when
provided to private-pay patients. For providersusing a slidingfee scale for specific services,
usual and customary means the median of the individual provider's charge for the service when
provided to non-Medical Assistance patients. Providers may not discriminate against Medical
Assi stance recipients by charging a higher fee for the service than is charged to a private pay
patient.

Hospice providers billing for room and board must bill the nursing home room and board rate
established for that nursing home by the WMARP, whichisin effect for the dates of service (i.e.,
95% of the nursing home's Medical Assistance daily rate).

Physician services hilled by the hospice or attending physician should be billed at the usual and
customary rate.

Providers should refer to Appendix 2 of this handbook for compl ete billing instructions.

Hospice providers must bill in hour or half-hour increments, rounded to the nearest hal f-hour,
for continuous home care services. Providers should refer to Appendix 10 of this handbook for
rounding guidelines to be used for cal cul ating the number of hours of service to be billed.

Routine home care, general inpatient care, inpatient respite care, and room and board must be
billed as a quantity of “1” per date of service.
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1.

Hospice Care Services

Hospice services other than physician services must be submitted on the UB-92
claim form. Hospice services submitted on any form other than the UB-92 claim
form are denied. When Medicare is the primary payer, the Medicare instructions
must befollowed. All other UB-92 claim forms submitted must follow the UB-92
claim form instructions developed by the WMAP. A sample claim form and
completion instructions can be found in Appendices 2 and 3 of this handbook.

Attending Physician Services

Physidan services provided by an attending physician musgt bebilled on the National
HCFA 1500 claim form using WMAP dlowable Typeof Service (TOS) and HCFA
Common Procedure Coding System (HCPCYS) codes.

All claims submitted for attending physician services must indicate type of service
“H” in element 24C of the HCFA 1500 claim form in order for the claim to be
exempt from any applicable prior authorization and recipient copayment
requirements.

The billing provider in element 33 of the HCFA 1500 claim form may be the
hospice, the attending physician, or aclinic or hilling group with whom the atending
physicianisaffiliated. If ahospice, clinic, or billing group number isindicated in
element 33 as the hilling provider, the attending physician’s eight-digit WMAP
provider number must beindicated as the performing provider in element 24K.

Other Physician Services

Servicesrelated to the terminal illness which are rendered by physicians other than
the primary attending physician are only payable when deemed medically necessary
by the attending physician. These claims are reviewed for appropriateness of the
service by the WMAP medica consultant before payment is approved. These
services mug be billed using type of service“H” and the “unlisted” procedure code
from the appropriate section of CPT-4 (e.g., “suture of facia nerve, extracrania”

would be billed using the“ unlisted” procedure codefor the nervous system, 64999,
and TOSH).

In addition, claims for physician services rendered by other than the attending
physician must indicate the name and WMAP provider number of the attending
physcian inthe referring physician portion of the HCFA 1500 claim form (Elements
17 and 17a).

Ordering Claim Forms
TheUB-92 and HCFA 1500 claim formsare not provided by the WMAP or EDS. They may
obtained from a number of forms suppliers. One such source for UB-92 clam formsis:

Standard Register
Post Office Box 6248
Madison, WI 53716

(608) 222-4131
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F.

CLAIM
SUBMISSION
(conti nued)

DIAGNOSIS CODES

HCFA 1500 claim forms may be obtained from:

State Medical Society Services
Post Office Box 1109

Madison, WI 53701

(608) 257-6781 (Madison area)
1-800-362-9080 (toll-free)

Compl eted claims submitted for payment must be mailed to the following address:

EDS
6406 Bridge Road
Madison, WI 53784-0002

Service limitations and billing instructions for physician services are included inthe physician
handbook, Part K. Hospice providers who do not have the handbook may purchase copies by
writingto EDS. Refer to Appendix 3 of Part A of the WMAP Provider Handbook for the correct
address.

Paperless Claim Submission

As an alternative to submission of paper claims, EDSis able to process claims submitted on
magneti ¢ tape (tape-to-tape) or through tel ephone transmission via modem. Claims submitted
through these systems have the same legal requirements as claims submitted on paper and will
be subjected to the same processing requirements as those submitted on paper. Software for
€l ectroni ¢ submissions may be obtained free of charge. Electronic submissions have substantial
advantages in reducing clerical effort and errors, reducing mailing costs and delays, and
improving processingtime. Additional information on alternative daimsubmissionisavailable
by contacting:

EDS

Attn: EMC Department
6406 Bridge Road
Madison, WI 53784-0009
(608) 221-4746

Submission of Claims

All claims for servicesrendered to eligible WMAP recipients must be received by EDSwithin
365 days from the date the service was rendered. This policy pertains to all initial claim
submissions, resubmissions, and adj ustment requests.

Exceptions to the claim submission deadline and requirements for submission to Late Billing
Appeals can be found in Section IX-F of Part A of the WMAP Provider Handbook.

All diagnosis must be from the ICD-9-CM (International Classification of Diseases, 9" Edition,
Clinical Modifications) coding structure.

Claims received without the appropriate ICD-9-CM code are denied.
The complete ICD-9-CM code book can be ordered from:
ICD-9-CM

Post Office Box 991
Ann Arbor, Ml 48106
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F. DIAGNOSISCODES
(conti nued)

G. PROCEDURE
CODES

H. FOLLOW-UP
TO CLAIM
SUBMISSION

Providers should note the following diagnosis code restrictions:

- Codeswithan“E" prefix must not be used as the primary or sole diagnosis on a claim
submitted to the WMAP.

- Codeswithan“M" prefix are not acceptable on a claim submitted to the WMAP.

- Recipients with adiagnosis of AIDS/ARC must be identified with ICD-9-CM codes 042-
04309 for their services to be exempt from the hospice cap.

All claims submitted to the WMAP must include both service descriptions and revenue or
procedure codes. Revenue codes are required on all UB-82 claims, and HCPCS codes are
required on al HCFA 1500 clains. Claims or adjustments recei ved without revenue or HCPCS
codes are denied. Allowable revenue codes and their descriptions for hospice services are
included in Appendix 8 of this handbook. Allowable HCPCS code ranges for phys cian services
provided to hospice recipients are included in Appendix 9 of this handbook. Refer to CPT-4
manual for a complete list of codes and their descriptions.

It isthe responsibility of the provider to initiate follow-up procedures on claims submitted to
EDS. Processed clams appear on the Remittance and Status Report either as paid, pending, or
denied. Providers are advised that EDS will take no further action on a denied claimuntil the
information is corrected and the claim is resubmitted for processing. If a claim was paid
incorrectly, the provider is responsible for submitting an adjustment request form to EDS.
Section X of Part A of the WMAP Provider Handbook includes detailed information regarding:

- the Remittance and Status Report
- adjustmentsto paid claim

- returnof overpayments

- duplicate payments

- deniedclaims

- Good Faith claims filing procedures
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APPENDIX 1

DEFINITIONSOF COMMON TERMS

1.  Attending physician: A physician who isadoctor of medicine or osteopathy certified under sec. HSS 105.05,
Wis. Adm. Code and identified by the reci pient as having the most significant role in the determination and
deivery of hisor her medica care at the time the reci pient elects to receive hospice care.

2. Core services. Those serviceslisted in HSS 107.31(2). Wis. Adm. Code, which must be provided directly by
the hospice unless an emergency or extraordinary circumstance requires the hospice to contract for services.

3. Hospice cap period: The period of time during which the payment for those hospi ce services counting
towards the cap will be counted, by date of service. The cap period runs from November 1 to October 31 of
thefollowing year.

4, Interdisciplinary team or group: A group of persons designated by a hospiceto provide or supervise care and
services made up of at least aphysician, aregistered nurse, amedical socia worker and apastoral counselor or
other counsdlor, al of whom are employees of the hospice.

5. Physician designee: A person designated by the physician to participate in establishing the written plan of
cae.
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APPENDIX 2
INSTRUCTIONS FOR COMPLETION OF THE
NATIONAL UB-92 CLAIM FORM FOR HOSPICE SERVICES

These instructions must be used in conjunction with the UB-92 Billing Manual prepared by the State Unified
Billing Committee (SUBC). The UB-92 Billing Manual corntains important coding information not available in
these instructions. A copy of the UB-92 Billing Manual may be obtained from the Wisconsin Hospital
Association.

To avoid denial or inaccurate claim payment, providers must use the following claim form completion
instructions. Enter al required data on the claim form in the appropriate element. Do not include attachments
unless instructed to do so. All elements are required unless “optional” or “not required” is specified.

Wisconsin Medical Assistance recipients receive a Medical Assistance identification card uponinitial
enrollment into the Wisconsin Medical Assistance Program (WMAP) and at the beginning of each month
thereafter. Providers should always see this card before rendering services. Please use the information exactly
as it appears on the Medical Assistance identification card to complete the patient and insured information.

ITEM 1-PROVIDER NAME, ADDRESS & TELEPHONE NUMBER
Enter the name, address, city, state, and zip code of the billing provider.

ITEM 2—-UNLABELED FIELD (not required)
ITEM 3—PATIENT CONTROL NUMBER (optional)
Provider may enter the patient’s internal office account number. This number will appear onthe EDS
Remittance and Status Report (maximum of 17 characters for paper, electronic, or tape claims).
ITEM 4-TYPE OF BILL
Enter a three-digit code indicating the specific type of bill. The first digit identifies the type of facility. The
second digit classifies the type of care. Non-hospital based hospice providers are to use hill type 81X;
hospital-based hospices providers are to use 82X. The third digit (“X") indicates the billing frequency, and
should be assigned as follows:
1 = Inpatient admit through discharge claim
2 = Interim bill —first claim
3 = Interim bill — continuing claim
4 = Interim bill —final claim
ITEM 5—-FEDERAL TAX NUMBER (not required)
ITEM 6 —STATEMENT COVERS PERIOD (not required)
ITEM 7—-COVERED DAYS (not required)
ITEM 8 —NONCOVERED DAYS (not required)
ITEM 9— COINSURANCE DAYS (not required)
ITEM 10-LIFETIME RESERVE DAYS (not required)

ITEM 11 -UNIQUE PATIENT IDENTIFIED (not required)
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ITEM 12 - PATIENT NAME

Enter the recipient’s last name, first name, and middle initial as it appears on the current Medical Assistance
identification card.

ITEM 13- PATIENT'SADDRESS (not required)

ITEM 14— PATIENT'SDATE OF BIRTH (not required)
ITEM 15— PATIENT'SSEX (not required)

ITEM 16 — MARITAL STATUS (not required)

ITEM 17— DATE OF ADMISSION (not required)

ITEM 18 — HOUR OF ADMISSION (not required)

ITEM 19-TYPE OF ADMISSION (not required)

ITEM 20— SOURCE OF ADMISSION (not required)
ITEM 21 — DISCHARGE HOUR (not required)

ITEM 22— PATIENT STATUS (not required)

ITEM 23-MEDICAL/HEALTH RECORD NUMBER (optional)
This number will not appear on the Remittance and Status Report.

ITEM 24-30 - CONDITION CODES (Optional)
If appropriate, enter a code to identify conditions relating to this claim that may affect payer processing.

Caode Explanation of Code
01 Military service related: Medical condition incurred during military service.
02 Condition is employment related: Patient alleges that medical condition is due to

environment/events resulting from employment.

03 Patient covered by insurance not reflected here: Indicates that the patient or a representative
has stated that coverage may exist beyond that reflected on this bill.

05 Lien has been filed: Provider has filed legal claim for recovery of funds potentially due a
patient as a result of legal action initiated by or on behalf of the patient.

08 Beneficiary would not provide information concerning other insurance coverage: Enter this
code if the beneficiary would not provide information concerning other insurance coverage.

See UB-92 Billing Manual for additional codes.
ITEM 31-UNLABELED FIELD (not required)
ITEM 32-35(a-b) - OCCURRENCE CODES AND DATES

If appropriate, enter the code and associated date defining a significant event relating to this claim that may affect
payer processing. All dates should be printed inthe “MMDDYY” format.
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06

24

25

42

Explanation of Code

Auto Accident: Code indicating the date of an auto accident.

Auto Accident/No Fault Insurance: Code indicating the date of an auto accident where the
state has applicable no fault liability laws.

Accident/Tort Liability: Code indicating the date of an accident resulting from a third party’s
action that may involve a civil court process in an attempt to require payment by the third
party, other than no fault liability.

Accident/Employment Related: Code indicating the date of an accident relating to the
patient’s employment.

Other Accident: Code indicating the date of an accident not described by the above codes.

Crime Victim: Code indicating the date on which a medical condition resulted from allegedly
criminal action committed by one or more parties.

Date Insurance Denied: Code indicating the date the denial of coverage was received by the
hospice from any insurer.

Date Benefits Terminated by Primary Payer: Code indicating the date on which coverage
(including Worker's Compensation benefits or no-fault coverage) is no longer available to the
patient.

Date of Discharge: For final bill of hospice care, enter the date the beneficiary terminated
the election of hospice care.

See UB-92 Billing Manual for additional codes.

ITEM 36(a-b) - OCCURRENCE SPAN CODE AND DATES (not required)

ITEM 37— INTERNAL CONTROL NUMBER (ICN)/DOCUMENT CONTROL NUMBER (DCN) (not

required)

ITEM 38— RESPONSIBLE PARTY NAME AND ADDRESS (not required)

ITEM 39-41(a-d) - VALUE CODES AND AMOUNTS
If appropriate, enter a value code and the related dollar amount necessary for processing this claim. The value
code structure is intended to provide additional reporting capabilities.

Code

22

81

Explanation of Code

Surplus: Spenddown required to be entered if patient spenddown occurs. This code should
be entered together with the dollar amount.

Medicare Part B charges when Part A exhausted: Enter the full amount of Medicare Part B
charges when billing for services after Medicare Part A has been exhausted.
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83 Medicare Part A charges when Part A exhausted: Enter the sum of the Medicare paid

amount, the coinsurance amount, and the deductible amount when billing for services after
Medicare Part A has been exhausted.

See UB-92 hilling manual for additional codes.

ITEM 42 - REVENUE CODE

Enter the appropriate revenue code. Enter revenue code 001 on the last line, indicating the line on which the sum

of all charges on the claimis placed.

REVENUE CODE TABLE FOR UB-92 HOSPICE CLAIMS

Code Description

169 Room and Board for SNF/ICF resident
651 Routine Home Care (up to 7.5 hours)
652 Continuous Home Care (8-24 hours)
655 Inpatient Respite Care

656 General Inpatient Care

001 Total charges

NOTE: All other revenue codes will be denied.

I TEM 43 —-REVENUE DESCRIPTION
Enter the date of servicein MMDDY'Y format either in this item or in Item 45.

When series billing (i.e., billing from two to four dates of service on the same line), indicate the dates of servicein
the following format: MMDDYY MMDD MMDD MMDD. Indicate the dates in ascending order.

Providers may enter up to four dates of service for each revenue code if:

- All dates of service are in the same calendar mornith.
- All procedures performed are identical.
- All procedures were performed by the same provider.

If it is necessary to indicate more than four dates of service per revenue code, indicate the dates on subsequent
lines. On paper claims, no more than 23 lines may be submitted on a single claim, including the “total charges”
line.

ITEM 44 — HCPCS/RATES (not required)

ITEM 45 - SERVICE DATE
Enter the date of service in MMDDY'Y format either in this item or in Item 43. (Multiple dates of service must be
indicated in Iltem 43.)

ITEM 46 —UNITSOF SERVICE
Enter the total number of days or hours billed on each line item. Units are measured in days for revenue codes
169, 651, 655 and 656, and in hours for revenue code 652.

ITEM 47-TOTAL CHARGES (BY REVENUE CODE CATEGORY)
Enter the total charge for each line item. For revenue code 001 (total charges), enter the grand total for all
services submitted on the claim.
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ITEM 48— NONCOVERED CHARGES (not required)
ITEM 49 —UNLABELED FIELD (not required)

ITEM 50— PAYER IDENTIFICATION

Indicate the WMAP (“T19 — WI Medicaid”) and al third-party payers (including Medicare) with possible
involvement in this claim. All coverages indicated on the recipient’s Medical Assistance identification care must
be addressed.

ITEM 51 - PROVIDER NUMBER
Enter the provider's eight-digit provider number on the “T19 — WI Medicaid” line.

ITEM 52— RELEASE INFORMATION CERTIFICATION INDICATOR (not required)

ITEM 53 -BENEFITSASSIGNED (not required)

ITEM 54— PRIOR PAYMENTS-PAYER AND PATIENTS

If applicable, enter the amount the provider has received toward payment of this bill prior to the billing date by the
indicated payer. If “other insurance” denied the claim, enter $0.00. (Do not indicate Medicare payments.)

File an “Other Coverage Discrepancy Report” (Appendix 19 of Part A of the WMAP Provider Handbook) if
coverage listed on the recipient’s Medical Assistance identification card disagrees with the recipient’s statement.

ITEM 55 —-ESTIMATED AMOUNT DUE (not required)

ITEM 56— UNLABELED FIELD (not required)

ITEM 57 —-UNLABELED FIELD (not required)

ITEM 58 — INSURED’SNAME (not required)

ITEM 59 — PATIENT'SRELATIONSHIP TO INSURED (not required)

ITEM 60— CERTIFICATE NUMBER, SOCIAL SECURITY NUMBER, HEALTH INSURANCE
CLAIM NUMBER IDENTIFICATION NUMBER

Onthe “T19 — WI Medicaid” line, enter the recipient’s 10-digit Medical Assistance identification number as
found on the current Medical Assistance identification card.

ITEM 61— INSURED GROUP NAME (not required)

ITEM 62 - INSURANCE GROUP NUMBER (not required)

ITEM 63— TREATMENT AUTHORIZATION CODE (not required)

ITEM 64 —EMPLOYMENT STATUS CODE (not required)

ITEM 65— EMPLOYER NAME (ot required)

ITEM 66 —-EMPLOYER LOCATION (not required)
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ITEM 67— PRINCIPAL DIAGNOSI S CODE

The International Classification of Disease, 9" Edition, Clinical Modification (ICD-9-CM) diagnosis code must be
entered for each symptom or condition related to the services provided. List the primary diagnosis first. Etiology
(“E") codes may not be used as a primary diagnosis. Manifestation (“M”) codes are not valid diagnosis codes for
Medical Assistance.

ITEM 68-75—-OTHER DIAGNOSIS CODES

Enter the full ICD-9-CM diagnosis codes corresponding to additional conditions related to treatment billed on the
claim. Other diagnosis codes will permit the use of ICD-9-CM “E” codes. Manifestation (“M”) codes are not
valid diagnosis codes for Medical Assistance.

ITEM 76 — ADMITTING DIAGNOSI S (not required)

ITEM 77 — EXTERNAL CAUSE OF INJURY (E-CODE) (not required)
ITEM 78 — RACE/ETHNICITY (not required)

ITEM 79 — PROCEDURE CODING METHOD USED (ot required)

ITEM 80— PRINCIPAL PROCEDURE CODE AND DATE (not required)
ITEM 81(a-e) - OTHER PROCEDURE CODES AND DATES (not required)

ITEM 82(a-b) - ATTENDING PHYSICIAN ID
Enter the attending physician’s name and UPIN number or eight-digit Medical Assistance provider number.

ITEM 83(a-b) — OTHER PHYSICIAN D (not required)

ITEM 84 -REMARKS

Third-party insurance (commercial insurance coverage) must be billed prior to billing the WMAP, unless the
service does not require third-party billing according to Appendix 18a of Part A of the WMAP Provider
Handbook.

- When the provider has not billed other insurance because the “Other Coverage” of the recipient’s Medical
Assistance identification card is blank, the service does not require third party billing according to Appendix
18a of the WMAP Provider Handbook, or the recipient’s Medical Assistance identification card indicates
“DEN” only, thisitem must be left blank.

- When “Other Coverage” of the recipient’s Medical Assistance identification card indicates HPP, BLU, WPS,
CHA, or OTH, and the service requires third party billing according to Appendix 18a of Part A of the
WMAP Provider Handbook, one of the following codes MUST be indicated. The description is not
required, nor is the policyholder, plan name, group number, etc.

Code Description

Ol-P PAID in part by other insurance. The amount paid by private insurance to the provider or the
insured is indicated on the claim.

OI-D DENIED by private insurance following submission of a correct and complete claim, or payment
was applied towards the coinsurance and deductible. Do NOT use this code unless the claimin
guestion was actually billed to the private insurer.
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ol-y YES, card indicates other coverage but it was not billed for reasons including, but not limited to:
- Recipient denies coverage or will not cooperate;
- The provider knows the service in question is noncovered by the carrier;
- Insurance failed to respond to initial and follow-up claim; or
- Benefits not assignable or cannot get an assignment.

- When “Other Coverage” of the recipient’s Medical Assistance identification card indicates “HMO” or
“HMP”, one of the following disclaimer codes must be indicated, if applicable:

Code Description

Ol-P PAID by HMO or HMP. The amount paid is indicated on the claim.

Ol-H HMO or HMP does not cover this service or the billed amount does not exceed the coinsurance
or deductible amount.

Important Note: The provider may not use OI-H if the HMO or HMP denied payment because an otherwise
covered service was not rendered by a designated provider. Services covered by an HMO or HMP are not
reimbursable by the WMAP except for the copayment and deductible amounts. Providers who receive a
capitation payment from the HMO may not bill the WMAP for services which are included in the capitation
payment.

Medicare must be billed prior to billing the WMAP. When the recipient’s Medical Assistance identification card

indicates Medicare coverage, but Medicare does not allow any charges, one of the following Medicare disclaimer
codes MUST be indicated. The descriptionis required.

Code Description

M-1 Medicare benefits exhausted. This disclaimer code may be used by hospitals, nursing homes, and
home health agencies when Medicare has made payment up to the lifetime of its coverage.

M-5 Provider not Medicare certified for benefits provided.

M-6 Recipient not Medicare €eligible.

M-7 Medicare disallowed (denied) payment. Medicare claim cannot be corrected and resubmitted.
M-8 Medicare was not billed because Medicare never covers this service.

If Medicare is not billed because the recipient’s Medical Assistance idertification card indicated no Medicare
coverage, this item must be left blank.

If Medicare allows an amount on the recipient’s claim, the Explanation of Benefits (EOMB) must be attached to
the claim and this item must be left blank. Refer to Appendix 17 of Part A of the WMAP Provider Handbook for
further information regarding the submission of claims for dual entitlees.
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ITEM 85—-PROVIDER REPRESENTATIVE SIGNATURE

The provider or the authorized representative must signinitem 85. This may be a computer printed name or a
signature stamp.

ITEM 86 —-DATE BILL SUBMITTED
Enter the date on which the hill is submitted to Medical Assistance in MMDDY'Y format.
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APPENDIX 4

MEDICAL ASSISTANCE (MA) IDENTIFICATION (ID) CARD SAMPLE

FOR A HOSPICE RECIPIENT
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APPENDIX 5
Wisconsin M edicaid

Physician Certification/Recertification of Terminal IlIness
(Keep this information in the recipient’s records. Do not send to Wisconsin M edicaid.)

A. Certification Statement
We (or 1) certify that isterminaly ill with

(Name of Recipient)

(Description of Disease)

The life expectancy is six (6) months or less, if the disease runsits normal course.

Recipient Medicaid Identification Number

Certification Date Hospice Medical Director or Designee
Certification Date Attending Physician Medicaid Provider Number Date
B. Recertification Statement

| recertify that the above patient is still considered terminally ill with the above-stated disease with a life
expectancy of six (6) monthsor less, if the disease runsits normal course.

Recertification Date Hospice Medical Director or Designee Date
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APPENDIX 6
Wisconsin Medicaid
Notification of M edicaid Hospice Benefit Election Form

(Forward this form to the M edicaid fiscal agent at the address below.)

Part A. (Complete for all recipients electing hospice.)

has elected to receive Medicaid hospice benefits.

(Recipient Name)

The recipient signed the Medicaid election form on and has been certified by aphysician as
(Date)
having six (6) months or less life expectancy if illness follows its usual course. Hospice has form on file.

Do not send to Wisconsin Medicaid.

Name of hospice:

Hospice Medicaid provider number:

Name of attending physician:

Attending physician’s Medicaid provider number:

I's the attending physician employed by the hospice? Yes No

Recipient Medicaid identification number:

khkkkkhkkhkhkkhhhkkhhhkhhhkhhhkhhhkhhhkhkhhkhkhhkkhhhkhhhkhhhkhhhkhhhkhhhkhhhkhhhkhkhhkk hkk kkk,kkx** %%

Part B. (Complete if recipient residesin a nursing home [skilled nursing facility (SNF) or interme-
diate care facility (ICF)] at time of election of hospice benefit.)

residesin
(Recipient Name) (Nursing Home Name)
a level of care.
and are in agreement that
(Hospice Name) (Nursing Home Name)

the hospice shall provide services, and the nursing home shall provide room and board services as defined
under COBRA, P.L. 99-272. “Room and board” includes the performance of persona care services,
including assistance in the activities of daily living, in sociaizing activities, administration of medication,
maintaining the cleanliness of the resident’s room, and supervision and assistance in the use of durable
medical equipment and prescribed therapies.

Wisconsin Medicaid will reimburse the hospice for room and board at 95% of the nursing home's current
SNF and ICF 1 & 2 blended daily rate, for the appropriate number of days, for the hospice recipient in the
nursing home. The hospice will in turn reimburse the nursing home.

The Medicaid provider number of the nursing home is

khkkkhkkhkkhkhkkhkhhkhhhkhhhkhhhkhhhkhhhhhhhkhhhhhhhhhkhdhhkhhhkhhhkhdhhkhhhkhhhkhdhhkhdhhkhdhhhk hdk dkk d*x*k *x%%
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Part C. (Complete if the hospice recipient enters a nursing home after admission to the hospice.)

will reside at
(Recipient Name) (Nursing Home Name)

(Address of Nursing Home)

as of

(Date)

and
(Hospice Name) (Nursing Home Name)

are in agreement that the hospice shall provide services, and the nursing home shall provide room and board
as defined under COBRA, P.L. 99-272. “Room and board” includes the performance of personal care services,
including assistance in the activities of daily living, in socializing activities, administration of medication,
maintaining the deanliness of the resident’sroom, and supervision and assigance in the use of durable medical
equipment and prescribed therapies.

Wisconsin Medicaid will reimburse the hospice for room and board at 95% of the nursing home's current
SNF and ICF 1 & 2 blended daily rate, for the appropriate number of days, for the hospice recipient in the
nursing home. The hospice will in turn reimburse the nursing home.

The Medicaid provider number of the nursing home is

khkkhkkhkkhkkhkkhkkhkkhkkhkkhkkhkhkhkhkhkhkhkhkhkhkhkhkhkhkhkhkhkhkhkhkhkhkhkhkhkhkhkhkhkhkhkhkhkhkhkhkhkhkhkhkhkhkhkhkhkhkhkhkhkhkhkhkhkhkhkhkhkhkhkhkhkhkhkhkhkkkhkkkkk*x*%x

**

Part D. (Complete for revocation of M edicaid hospice benefits.)

has decided to discontinue the Medicaid hospice benefit.

(Recipient Name)

The recipient signed the Medicaid revocation form on

(Date)

Name of hospice:

Hospice Medicaid provider number:

Name of attending physician:

Attending physician’s Medicaid provider number:

I's the attending physician employed by the hospice? Yes No

Recipient Medicaid identification number:

khkkkhkkhkhhkkhkhkhkhkhhkhhkhkhhhhhdhkhhhhhhhhhhhdhhhhhhhhhhhhdhhhhhhhhhhhhdhhhhhhdhhhhhdhdhhdxhdkhhhxdxdxxk

Mail to: Recipient Services
EDS
PO Box 6678
Madison, WI 53716
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Appendix 7
Wisconsin Medicaid
Recipient Election of M edicaid Hospice Benefit Form

(Keep this information in the recipient’s records. Do not send to Wisconsin M edicaid.)

Name of hospice: Medicaid provider number:

[ , choose to receive hospice care from
hospice program. | acknowledge/understand the following:

1 I understand that the hospice program is palliative, not curative, inits goals. This means that the
program does not attempt to cure disease, but emphasizes the relief of symptoms such as pain, physical
discomfort, and emotional stress that may accompany a life-threatening illness.

2. By choosing Medicaid hospice benefits, | am giving up payment for other service benefits. Only the
hospice program will be able to receive Medicaid reimbursement for most services. Medicaid will
reimburse separately for covered physician services provided by my attending physician.

3. | can choose to discontinue hospice care at any time. To discontinue, | must complete a revocation
statement. | can obtain this statement from the hospice coordinator.

4, If 1 choose to withdraw from my Medicaid hospice benefit in the middle of a benefit period, | understand
that | may re-elect hospice at a later time.

5. | can choose to receive hospice care from another hospice program at any time during the hospice benefit
period. To change programs, | must first confirm that the hospice | wish to be admitted to can admit me
and on what date.
| must inform of my wishes so

(Name of Hospice)
arrangements for transfer can be made. | must document the date | wish to discontinue care from
, the name of the hospice from which | wish to receive care,

(Name of Hospice)

and the date that care will start. No benefit days will be lost by changing to another hospice program.

ACKNOWLEDGING AND UNDERSTANDING THE ABOVE, | AUTHORIZE

(Name of Hospice)

HOSPICE TO BEGIN PROVIDING MEDICAID COVERED SERVICES ON

(Month/Day/Year)
| DESIGNATE ASMY ATTENDING PHY SICIAN.

Recipient Name Printed/Typed Witness Name Printed/Typed

Signature of Recipient or Legal Representative/Date Witness Signature/Date
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APPENDIX 7A

M edicaid Hospice Benefit Revocation (Nonr ecer tification)/Voluntary Dischar ge

(Keep this information in the recipient’s records. Do not send to Wisconsin M edicaid )

, (check one of the following)

(Recipient Name)

J understand that my attending physician and the Hospice Interdisciplinary Team have determined

that at this time | do not meet the Medicaid criteria for hospice benefit. The basis for this has
been explained to me.

[ choose to revoke election for Medicaid coverage for hospice care provided by

(Name of Agency)
Hospice services coverage will continue through . Medicaid
(Date)
hospice reimbursement will continue through
(Date)
1. I understand | am revoking Medicaid hospice benefits for the remainder of the current period. | aminthe
Medicaid hospice benefit period. | am forfeiting the
remaining days left in this period.
2. If it is determined that | once again meet the Medicaid criteria for the hospice benefit, | can elect
Medicaid hospice coverage for the remaining benefit periods checked below:
Second Benefit Period — 90 days
Ongoing Benefit Period — 60 days
3. | have used the Medicaid benefit for a total of days.
4. | understand that the Medicaid health care benefits | waived to receive Medicaid hospice coverage will
resume (the day following the last day of hospice coverage.
(Date)
5. 1 do/do not (circle one) waive the fourteen (14) day waiting period required by the State of Wisconsin
for voluntary discharge for
(Name of Agency)
Signature of Recipient of Legal Representative Date

Signature of Hospice Representative Date
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APPENDIX 8

WMAP ALLOWABLE REVENUE CODESFOR HOSPICE CARE

The following are the only WMAP allowable revenue codes and descriptions for Hospice Care Services to be
billed on the UB-82 claim form.

Revenue Code Description Interval Billing Increment
651 Routine Home Care <8hoursina per diem
24-hour period

652 Continuous Home Care 8-24 hours hourly rate

655 Inpatient Respite Care day per diem

656 General Inpatient Care day per diem

169 Room and Board for SNF/ICF day per diem
resident

001 Total Charges

Refer to Appendix 9 for alist of HCPCS procedure code ranges for physician services to be billed on the
National HCFA 1500 claim form. Complete codes and descriptions are contained in the Physician's Current
Procedural Terminology, Edition 4 (CPT-4) book.



WMAP Provider Handbook, Part S

Issued: 06/92
APPENDIX 9
COVERED PHYSICIAN SERVICESFOR HOSPICE RECIPIENTS

Physician Service CPT Code Ranges
Surgery 10000 — 69979
Radiation Therapy 77261 — 77799

79000 — 79999
Office Visits 99201 — 99215
Home Visits 99341 — 99353
Hospital Visits 99221 — 99238
SNF Visits 99301 — 99313
ER Department Visits 99281 — 99285
Consultations 99241 — 99245
Unlisted — Misc. 99499
Infusion Therapy 90780 — 90781
Injections 90782 — 90799
Psychiatry 90801 — 90899
Biofeedback 90900 — 90915
Dialysis 90935 — 90999
Gastroerterol ogy 91000 — 91299
Ophthal mology 92002 — 92287, 92499

Contact Lens/Spectacles

92310 — 92396

Otorhinolaryngological 92502 — 92547
Audiology 92551 — 92599
Cardiovascular 92950 — 93960
Pulmonary 94010 — 94799
Allergy 95000 — 95199
Neurology 95819 — 95999
Chemotherapy Administration 96500 — 96549
Dermatology 96900 — 96999
Physical Medicine (Therapy) 97010 — 97799
Special Services and Reports 99000 — 99090
Anesthesia 99100 — 99140
Prolonged Services and Critical Care 99150 — 99199

Allowable procedures within these HCPCS code ranges may be billed by the hospice or attending physician for
any hospice recipient, whether or not that physician is employed by the hospice. These services will be paid in
accordance with the most recent maximum allowable fees established for these services. These services must be
billed by the hospice or attending physician using TOS H in order to be exempt from prior authorization and
recipient copayment.



WMAP Provider Handbook, Part S S5-025
Issued: 08/01/90

APPENDIX 10

ROUNDING GUIDELINES

The following chart illustrates the rules of rounding and gives the appropriate billing unit(s):

Time (in Minutes) Unit(s) Billed
1-30 5
31-44 5
45 - 60 1.0
61-74 10
75-90 15
91 — 104 1.5
105-120 2.0
121 -134 2.0

etc.
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APPENDIX 11
Additional Servicesfor Hospice Recipients

This appendix presents guidelines for claims submitted for services other than hospice services and allowed
attending physician services. The Wisconsin Medicaid consultant will only approve services unrelated to the
terminal illness that are otherwise covered benefits of the Wisconsin Medicaid program and are medically

necessary.

Provider Category Claims Deny Fail to Review Claims Pay

Ambulatory Yes

surgical center

Attending physician If type of service“H” isnot | All services not listed in All services listed in
indicated as the referring Appendix 9. Appendix 9.
physician.

Audiology Yes

Case management Yes

Chiropractor Yes

Community support program Yes

Community care organization | Yes

CRNA Yes
Dentist Yes
ESRD Yes
Family planning, PNCC Yes
HealthCheck Yes
Hearing instrument specialist Yes
Home health Yes
ICF/IMR Yes
IMD Yes
Inpatient hospital Yes
Lab Yes
Medical vendor Yes
Medical day treatment Yes
Nursing facility Yes
Optometrist, optician Yes
Other physicians If primary attending physician | All services.

is not indicated as the referring

physician.

Outpatient hospital Yes
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S5-028

Provider Category Claims Deny

Fail to Review

Claims Pay

Outpatient mental
heslth/substance abuse
(&lcohol and other drug
abuse)

Yes

Pharmacy Therapeutic class listed

Yes

Physician services

Yes

Podiatrist

Yes

Portable X-ray

Yes

Rehabilitation agency/ Yes
therapies

School-based services Yes

Transportation

Yes




